Three team members of an Operation Raleigh expedition in Peru were infected with Leishmania brazilieneie brasiliensis. Their case histories are presented and clinical and aetiological aspects of South American leishmaniasis are discussed.
Case reports Case 1: A 23-year·old man developed an ulcer over his left shin one week after returning to England. For the previous six weeks he had been working in the Peruvian jungles along the Rio Tamblapata. At presentation there was a single deep ulcer with a purple undermined edge over his shin (Figure 1 several subcutaneous nodules up the leg resembling sporotrichosis and regional lymph node enlargement. Swabs from the ulcer yielded a heavy growth of Lancefield group A beta-haemolytic streptococci and Staphylococcus aureus. Despite treatment with appropriate systemic antibiotics the ulcer continued to enlarge, the nodules developed a purplish discoloration and one broke down spontaneously to form a secondary ulcer.
Histological examination of biopsies taken from the edge of the primary ulcer and from an intact nodule showed a similar dense granulomatous deep dermal infiltrate composed mainly of epithelioid histiocytes within which scanty Leishman-Donovan (LD)bodies were seen ( Figure 2 ). LD bodies were also evident in smears of needle aspirates from the ulcer edge. Indirect fluorescent antibody titres to leishmania promastigotes were significantly increased at 1/64 and tissue cultures from the ulcer edge yielded leishmania promastigotes which were later identified as Leishmania brasiliensis brasiliensis on isoenzyme characterization using starch gel electrophoresis'.
After treatment with a ten-day course ofintravenous sodium stibogluconate (Pentostam) 6{)0 mg daily, tissue cultures were still positive and he was therefore treated with a further course of 600 mg intravenously twice daily for two weeks. Repeat cultures were then negative and the ulcers healed by re-epithelization.
Case 2: A 22-year-old team-mate of Case 1 developed an ulcer on his left forearm while he was in Peru. Two more ulcers appeared on his right elbow and right fifth finger two months after his return to England, together with several subcutaneous nodules along the right upper arm and palpable nodes in the left axilla.
Swabs from the ulcers yielded Staph. au reus, a biopsy showed numerous LD bodies and a leishmania skin test (Montenegro test) was positive. Tissue cultures revealed that the infecting organism was L.b. braziliensis. He was treated with a ten-day course of intravenous sodium stibogluconate 800 mg daily, systemic antibiotics and Eusol dressings to the ulcers. As post-treatment cultures remained positive, he was given a second course of sodium stibogluconate, this time for two weeks in a dose of 600 mg intravenously twice daily combined with allopurinol 500 mg three times daily, resulting in rapid clearing of the infection and healing of the ulcers.
Case 3: A third member of the team, aged 26, developed a single ulcer over his right clavicle with a similar appearance and time course to those in Cases 1 and 2. Biopsy and culture confirmed that he too had been infected by L.b. braziliensis. He required two courses of treatment with sodium stibogluconate to achieve microbiological cure and healing of the ulcer.
Discussion
Cutaneous leishmaniasis is endemic in rural Central and South America. It is caused by a protozoan of the genus Leishmania and is transmitted by the bite of an infected female phlebotomus sandfly. Man is only an 'accidental' host and is usually the end of the transmission chain, playing no important part in the maintenance of the Leishmania life cycle. Small forest rodents are the principal natural hosts for most species of New World Leishmania. In the nonimmune subject, there is an incubation period of between two weeks and several months from the time of being bitten by an infected sandfly until the development of a small blue-red papule at the site of the bite. The typical ulcer subsequently develops and regional lymph node enlargement is not uncommon. Sporotrichoid spread of infection along local lymphatics is said to be a common feature of L. b. guyanensis infection, but is also frequently seen in L. b. braziliensis infections acquired by British troops serving in Belize.
The two main species ofSouth American Leishmania which affect man are L braziliensis and L mexicana, each of which can be further subdivided into a number of subspecies. L. mexicana mexicana is prevalent in Southern Mexico and Central America and classically affects the ear, giving rise to the clinical condition known locally as Chiclero's ear. Other exposed areas are also affected, but ear lesions are probably diagnosed more frequently than lesions on other parts of the body as, unlike lesions of other areas, they tend not to tend to heal spontaneously, possibly due to their poorer blood supply. L. b. peruviana is prevalent at high altitude in the Peruvian Andes and is remarkable in that the domestic dog is the only known animal reservoir of infection. Lb. brasiliensis is found in the lower, humid jungle regions of central and northern South America, where the patients described in this paper were working. Correct Journal of the Royal Society of Medicine Volume 81 February 1988 111 diagnosis and adequate treatment of L.b. braziliensis infection is important because infection with this leishmanial strain has the potential to progress, with 'metastatic' nasopharyngeal involvement after a latent interval of months or years. The resulting mutilating and progressive destruction of the nose and pharynx (espundia) is extremely difficult to treat.
The diagnosis of leishmaniasis depends on finding characteristic intracytoplasmic LD inclusion bodies within macrophages on histology or on fresh tissue smears, or obtaining positive cultures. LD bodies are scanty in older lesions and the numbers are often further reduced in the presence of secondary bacterial colonization of the ulcer. The Montenegro skin test is usually positive, but is only relevant if the subject has had no previous immunological experience of Leishmania. The indirect fluorescent antibody test is reported to be positive in 89% of cases when amastigotes are used as the antigen sources, but is slightly less sensitive when promastigotes are used. Although most lesions of cutaneous leishmaniasis are eventually self-healing, treatment with pentavalent antimonials is indicated if potentially disfiguring scars are likely to result and always if Lb. braziliensis infection is proven or suspected because of the risk of late metastatic recurrence in the nasopharynx. Cases of visceral leishmaniasis (kala-azar) resistant to repeated treatment with high-dose sodium stibogluconate have recently been shown to be more susceptible to combination treatment with sodium stibogluconate and allopurinol", This synergistic therapeutic action may be related to the ability of both drugs to modify parasite purine metabolism and appeared to be of value in Case 2. However, adequate controlled studies will be required to prove the efficacy of such combination therapy.
There is currently no prophylaxis against infection other than the use of insect repellants and protective clothes, although vaccines are under development", Travellers to areas where L.b. braziliensis infection is endemic should be aware of the importance of obtaining adequate treatment if lesions occur, and medical practitioners should suspect the diagnosis in patients who present with atypical ulcers after their return home, especially those that do not respond to antibiotic treatment.
